ABSTRACT: Purpose: This article aims to review radioembolization-specific coding guidelines so that interventional radiologists can develop a better understanding of what documentation is essential in their reports, leading to appropriate authorization and reimbursement. Background: Over the past 10 years, interventional radiologists (IRs) have been performing increasing numbers of radioembolization procedures in treatment of hepatic malignancy. This article will review coding for radioembolization procedures, from initial interventional radiology clinic visit to postprocedure follow-up imaging. The article will highlight the importance of adequate documentation during clinic visits, image-guided interventions, and postprocedure cross-sectional imaging to ensure efficient insurance authorization and maximal reimbursement. Materials and Methods: The treatment of liver tumors with radioembolization merges key concepts well known to radiation oncology and interventional radiology practices. A typical radioembolization case includes the initial patient consultation; a diagnostic angiogram to allow for treatment planning and possible pretreatment embolization of arteries such as the gastroduodenal artery, right gastric artery, and/or supraduodenal artery; and the actual yttrium-90 radioembolization treatment. SPECT nuclear medicine scans for tumor localization and contrast-enhanced multiphasic cross-sectional imaging for therapy planning and follow-up are also obtained. Thorough documentation of patient history, indications for treatment, appropriateness of therapy, and dosimetry calculations by interventional radiologists are critical to obtain procedural approval by insurance companies and appropriate reimbursement. This article will detail the current procedural terminology codes relevant to radioembolization and highlight the importance of adequate documentation throughout the treatment process. Conclusion: The emergence of radioembolization in the treatment of hepatic malignancy brings challenges for IRs that make clear, precise documentation critical. An understanding of radioembolization coding will allow IRs to provide improved documentation, leading to more efficient treatment authorization and reimbursement by insurance companies.
PROCEDURE OVERVIEW
In entirety, the Y90 procedure involves (1) 
OVERVIEW OF CURRENT PROCE-DURAL TERMINOLOGY CODES
Coding for the procedure involves billing for 3 clinical services: (1) 
Pretreatment Office Visit or Consultation
The CPT codes for "pretreatment office visit or consultation" are (1) 
Pretreatment Radiation Planning
The CPT codes for "pretreatment radiation plan- 
History and exam
• Problem-focused ✓
• Expanded problem-focused ✓
• Detailed ✓
• Comprehensive ✓ ✓

Medical decision making (complexity)
• Straightforward ✓ ✓
• Low ✓
• Moderate ✓
• High ✓
CONTRIBUTORY FACTORS Presenting problem (severity)
• Self-limited or minor ✓
• Low to moderate ✓ 
History and exam
• Problem-focused ✓ ✓
• Expanded problem-focused ✓
• Comprehensive ✓
Medical decision making (complexity)
• Low ✓
• High ✓
CONTRIBUTORY FACTORS
Presenting problem (severity)
PITFALLS IN DOCUMENTATION
The consequences of incomplete documentation 
